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Abstract
Using a random sample of 580 Midwestern women, we 
test the hypothesis that women who have experienced 
infertility report higher psychological distress. Approx-
imately one third of our sample reports having experi-
enced infertility sometime in their lives, although the 
majority of the infertile now have biological children. 
Drawing hypotheses from identity and stress theories, 
we examine whether roles or resources condition the 
effects of infertility or whether its effects are limited to 
childless women. Infertility combined with involuntary 
childlessness (including biological and social) is associ-
ated with significantly greater distress. For women in 
this category, the risk of distress is substantial. 
Keywords: infertility, involuntary childlessness, parent-
hood, psychological distress, stress. 
As women postpone childbearing until later in 
life, a growing proportion of American women ex-
perience infertility. Estimates from a large national 
sample suggest that 10%–15% of nonsurgically ster-
ile American women ages 15–44 experience current 
fertility impairment (Chandra & Stephen, 1998). For 
some women, this impairment extends the period of 
time necessary for spontaneous conception, but oth-
ers can conceive only with medical intervention or 
not at all. 
The experience of infertility is an unwelcome in-
terruption to those who expect parenthood to be a 
key identity and adult activity. Most people assume 
they can become parents when they are ready, and 
Greil (199 la) found that “the vast majority of both 
husbands and wives were taken by total surprise 
when they became aware of their infertility” (p. 72). 
Matthews and Matthews (1986) suggest that parent-
hood is so central to most people’s identities that the 
infertile experience a real and stressful “transition 
to nonparenthood” despite the fact that no objective 
change in status occurs. 
We draw from identity and stress theories to ex-
amine the consequences of fertility impairments for 
women’s distress among a random sample of 580 
Midwestern women. Although qualitative work and 
research on clinical samples supports the notion that 
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infertility is a source of distress, the effect of infertil-
ity on distress has not been established in random 
samples of women not in the throes of treatment. 
Conceptualizations of infertility vary across dis-
ciplines and studies. In this study, we use a mea-
sure of lifetime infertility. We use the term infertil-
ity interchangeably with subfecundity. Contrary to 
demographic use (where infertility means no live 
births), we use a medical definition of infertility as 
an inability to conceive after 12 months of unpro-
tected intercourse. Our usage is similar to lay un-
derstanding of infertility as a problem in concep-
tion and does not imply childlessness. In fact, a 
large majority of women who have ever had an ep-
isode of infertility (our lifetime measure) now have 
biological children. 
Theoretical Background
Stress occurs when people experience events or 
circumstances, called stressors, for which their cop-
ing resources are inadequate (Pearlin, Lieberman, 
Menaghan, & Mullan, 1981). Stressors need not 
be events, but can also be nonevents or failures to 
achieve life goals or desired identities (Aneshensel, 
1992). When situations external to individuals pre-
vent them from achieving or maintaining a valued 
identity and when their behavior has little or no ef-
fect on the situation, the challenge to their identi-
ties is expected to cause stress. According to Burke 
(1991), such identity disruptions will result in higher 
levels of distress when the interruption is repeated 
or severe, when the identity in question is highly sa-
lient, and when the identity is one to which the indi-
vidual is highly committed. Thoits (1991, 1999) also 
suggests that threats to salient identities are likely to 
lead to psychological distress. That the inability to 
have desired children is such a stressor is supported 
by its inclusion as an item in one of the standard 
measures of chronic stress (Turner & Lloyd, 1995). 
An individual’s identity salience hierarchy is, in 
large part, formed in response to the expectations of 
others, both in face-to-face social relationships and 
in the larger social context. Thus, identity salience 
hierarchies are remarkably similar within a given 
society (Stryker, 1987). In American society, the at-
tainment of parenthood is central to many people’s 
identities and, among parents, is usually their most 
salient identity (Thoits, 1992). Children are viewed 
as providing core life meaning, social support, social 
integration, and, in later life, instrumental and so-
cial assistance (Burton, 1998), and few Americans—
men or women—want to or expect to be childless 
(Thornton & Young-DeMarco, 2001). Although not 
all adults, and not even all parents (Groat, Giordano, 
Cernkovich, Pugh, & Swinford, 1997), embrace par-
enthood, we expect that difficulty in attaining the 
status of parenthood is distressing. Gendered expec-
tations that motherhood should be an essential as-
pect of femininity make this role even more salient 
for most American women (Rothman, 1989). 
Stress theory suggests that the degree of distress 
associated with failing to conceive will depend on 
resources and roles. We derive three possible re-
lationships among resources, roles, and distress. 
We call the first possibility the resource buffer-
ing model. Stress theory suggests that people with 
more resources are better able to cope with a given 
stressor, and that stress is least evident among those 
with more advantaged statuses (Pearlin et al., 1981). 
In the specific case of infertility, however, Scritch-
field (1995) argues that failure to conceive is partic-
ularly painful for women who have been successful 
in other aspects of their lives. 
The second possibility is a general role-accumu-
lation hypothesis based on Thoits’s (1999) argu-
ment that a blocked identity or role will result in 
more distress for those with few alternate identities. 
This perspective suggests that individuals who oc-
cupy multiple roles will be protected from stress, 
whereas those with no children, no employment, or 
no spouse will be the most distressed. Thus the gen-
eral role-accumulation hypothesis predicts that em-
ployment, motherhood, and marriage mitigate the 
consequences of being infertile. 
The third possibility is a specification of the role 
accumulation hypothesis we call the master status 
model. This view builds on the observation that par-
enthood ranks high in the identity salience hierar-
chies of most Americans, independent of their other 
roles and resources. For women especially, parent-
hood may be considered a master status (Hughes, 
1945) in the sense that motherhood casts its shadow 
over other statuses and permeates the perfor-
mance of a wide range of social roles. A large body 
of scholarship testifies that it is difficult to separate 
motherhood from feminine identity, socially or per-
sonally (Ireland, 1993). If motherhood is a master 
status, then we expect infertility to be distressing 
only to women who want children but who remain 
childless. 
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Ethnographic studies of the involuntarily child-
less report a sense of spoiled identity or stigma 
(Greil, 1991b), where childlessness becomes the 
master status that dominates their lives (Greil; Miall, 
1985; Remennick, 2000). This research also suggests 
that it is the combination of childlessness and infer-
tility that is distressing. 
The master status argument does not imply that 
all women should or do want to be mothers or that 
motherhood is a central identity for all women. 
Motherhood has very different meanings for women 
in different social locations and personal circum-
stances (Arendell, 2000; Groat et al., 1997), and a 
small minority of fecund women voluntarily choose 
to be childless. Regardless of their choices or circum-
stances, however, decisions regarding motherhood 
remain central to women’s experiences and identi-
ties, and the choice of childlessness still results in so-
cial stigma (Hays, 1996; Somers, 1993). Even among 
those with fertility impairments, recent advances in 
medical treatment mean that childlessness has ele-
ments of choice. Ironically, these choices may be 
yet another source of stigma and stress for women 
who do not choose to pursue medical treatment or 
to pursue it to its extreme (Letherby, 1999; Rothman, 
1989). Despite the fact that treatment is not always 
successful or appropriate, parenthood is now as-
sumed to be within the grasp of anyone who wants 
it badly enough. This expectation ignores many 
structural barriers to treatment such as geographic 
distance from treatment providers, the high cost of 
treatment, inflexible work schedules for medical vis-
its, racism, and homophobia. 
Our central hypothesis is that the social experi-
ence of infertility is a source of stress that results in 
prolonged elevated levels of psychological distress. 
We test to see whether roles or resources modify this 
effect or whether the experience of infertility is dis-
tressing only to women who are not mothers. 
Prior Empirical Work
Ethnographic studies of infertile individuals de-
scribe feelings of distress, loss of control, social iso-
lation, and stigma when couples try unsuccess-
fully to achieve pregnancy (Daly, 1988, 1999; Greil, 
1991a; Matthews & Matthews, 1986; Miall, 1985, 
1986). These same studies make it clear that if the 
role blockage represented by infertility is distress-
ing, treatment regimens may be a source of equal or 
greater distress. Infertility treatments are invasive, 
expensive, time-consuming, and emotionally drain-
ing. Treatment involves the repetitive raising and 
dashing of the hope of pregnancy, perhaps resulting 
in an increase in the saliency of parenthood identity 
and a heightened sense of distress in the face of the 
failure to attain parenthood (Dunkel-Schetter & Lo-
bel, 1991). Studies of treatment populations also sug-
gest that infertility stress is associated with lower 
quality of marriage and general well-being (Abbey, 
Andrews, & Halman, 1994; Wright, Allard, Lecours, 
& Sabourin, 1989), especially for women. 
When the infertile are compared with control 
groups, however, research yields mixed results. Sys-
tematic reviews of the literature reach dramatically 
different conclusions. Wright et al. (1989) conclude 
that the infertile are more psychologically distressed 
than the general population, whereas others (Dun-
kel-Schetter & Lobel, 1991; Edelmann & Connolly, 
1998) conclude that the evidence is insufficient to 
support this assertion. Greil’s (1997) comprehensive 
review of the literature concludes that most well-de-
signed studies find that the infertile are more dis-
tressed than the fertile, but generally not in a clini-
cally significant way. 
Inconsistent findings from quantitative studies of 
infertility are attributable partly to methodological 
shortcomings. Most studies on the psychosocial con-
sequences of infertility use clinic-based samples of 
treatment seekers. We are aware of only one study 
that uses a large random sample to compare women 
with and without infertility experience. Using the 
National Study of Family Growth, King (2003) dem-
onstrated that women with current fertility impair-
ment scored higher on a standard anxiety measure 
than women without such impairment regardless of 
treatment seeking. 
Because many studies are small and drawn from 
a single clinic, inconsistent findings may well be an 
artifact of study design. In addition, the use of clinic 
samples confounds the consequences of treatment 
seeking, treatment itself, and fertility status. In the 
United States, it is estimated that only half of cou-
ples with infertility seek treatment (Chandra & Ste-
phen, 1998). Because non-treatment-seekers differ 
substantially from treatment-seekers on race and so-
cioeconomic status (Berg & Wilson, 1990; Wright et 
al., 1991), this is a potentially serious omission. Low-
income and minority women are likely to have more 
general stress (Ross & Mirowsky, 1989; Williams, 
Takeuchi, & Adair, 1992) and may experience infertil-
ity differently than women who are more socially and 
materially advantaged. Although King’s (2003) study 
1010  McQu i l l a n e t a l .  i n  Jo u r n a l o f Ma r r i a g e a n d fa M i l y  65 (2003)
suggests that the higher levels of anxiety among the 
currently infertile are independent of treatment, the 
long-term effects of infertility on the general popula-
tion of women remain an open question. 
Statement of the Problem
Using a random sample of women ages 25–50, we 
assess whether women with lifetime infertility re-
port greater psychological distress and whether the 
relationship between infertility and distress depends 
on role identities or resources. We use information 
about motherhood, employment, and relationship 
status to evaluate hypotheses about role accumula-
tion, and information about education, income, and 
race/ethnicity to evaluate the resource buffering hy-
pothesis. If women with more resources are less dis-
tressed, this will support the resource buffering hy-
pothesis. If infertile women who are workers, wives, 
or mothers are less distressed than women without 
these roles, this will support the role accumulation 
hypothesis. If infertility is distressing only to the 
childless, we will conclude that the evidence favors 
a master status interpretation of infertility. 
The lifetime prevalence measure of infertility 
that we use identifies women who have ever expe-
rienced infertility. Thus, we are assessing long-term 
consequences of infertility for most women, as op-
posed to short-term consequences that may be as-
sociated with treatment regimens or the shock of 
bad news. This is a conservative test of the hypoth-
esis that infertility is distressing. It allows us to dis-
tinguish women whose infertility prevented them 
from having children from those who were able to 
surmount this obstacle. A weakness of this measure 
is that some women in our sample encountered in-
fertility recently, whereas others experienced infer-
tility 20 years ago. Although we cannot pinpoint 
the time of the infertility episode for all of the sub-
fecund women, the correlation between women’s 
current age and years since they first experienced 
infertility is strong (r = .69) among those where the 
data are available (87%). Thus age is a rough proxy 
for timing of the infertility episode, and we explore 
whether the effects of infertility on distress depend 
on age. A supplementary analysis focusing only on 
the infertile considers the effect of medical help-
seeking. We include education, income, and non-
Hispanic White race/ethnicity as resources that may 
condition the response to infertility. Because prior 
research has demonstrated their correlation with 
distress (Schieman, Van Gundy, & Taylor, 2001), we 
control age, subjective general health, and chronic 
health condition. 
Method
Sample
We use a random sample of women ages 25–
50 from 12 states in the upper Midwest who inter-
viewed in 2002. Households were selected through 
random digit dialing with an oversample of tele-
phone numbers from Census tracts with large mi-
nority populations. When more than one eligible 
woman lived in the household, another random 
process selected the respondent. The overall re-
sponse rate for this study was 63%. This 63% re-
sponse rate reflects two processes, an 80% likelihood 
of contacting a listed household and a 78% coopera-
tion rate among contacted households. Cooperation 
is defined as completing the interview or complet-
ing a short screening interview that established in-
eligibility for the survey; that is, households with no 
women ages 25-50. We used up to 15 call-backs to 
reach a household resident and up to 15 additional 
calls to reach the designated respondent. 
Comparison of this sample with Census data for 
the 12 states shows that the sample closely mirrors 
the population of women by age. As intended, the 
sample overrepresents African Americans: 15% of 
the sample is African American compared with 10% 
of women ages 25-50 in these states. Interviews were 
conducted only in English, but the sample matches 
the population at 4% Latina. As is usual with tele-
phone surveys, the sample overrepresents well-ed-
ucated women: 36% of the sample reported 4-year 
college degrees, compared with 27% of women in 
the Census. 
Measurement
Distress. The dependent variable is the sum of 20 
items of the Center for Epidemiological Studies De-
pression scale (CES-D) used to measure depressive 
symptoms (Radloff, 1977). The CES-D is not a diag-
nostic instrument, but it is appropriate for a study in 
which explanation, rather than treatment, is the cen-
tral focus (Hann, Winter, & Jacobsen, 1999). 
Infertility. We categorized women into three groups: 
no fertility problems, medically defined infertility 
(subfecundity), and other fertility problems. 
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The subfecundity measure reflects current medi-
cal definitions of infertility. Women (n = 203) were 
coded as subfecund if they reported any of the fol-
lowing: (a) tried for longer than 12 months to con-
ceive any of their pregnancies, (b) sought medical 
help to conceive any of their pregnancies, (c) ever 
tried to get pregnant for more than 12 months with-
out success, or (d) ever had regular unprotected in-
tercourse for more than a year without pregnancy. 
The other fertility problems category includes 38 
women who do not fit medical definitions of in-
fertility but who encountered fertility problems 
that made us hesitant to classify them as not infer-
tile. These women reported a wide variety of prob-
lems: their own or their partner’s surgical steriliza-
tion (including voluntary sterilizations) definitely 
kept them from having children that they wanted, 
their doctor advised them not to have more chil-
dren even though they wanted more (nine women 
who had a baby despite their doctor’s advice are 
not counted here), or they felt that difficulty get-
ting pregnant definitely kept them from having ba-
bies they wanted (although they met none of the 
criteria established for medically defined infertil-
ity). In a larger sample with more detailed infor-
mation, each of these could be examined separately 
and more extensively. Rather than exclude these 
women from the analysis, we coded them as one 
category and included this as a control variable in 
the analysis. 
Although miscarriages are not technically an in-
fertility problem (because conception occurs), inabil-
ity to carry a child to term can be as distressing or 
more distressing than failure to conceive, at least in 
the short term (Geller, Klier, & Neugebauer, 2001). 
Miscarriage also has the same absence of a biolog-
ical child outcome as infertility. Of the 43 women 
in our sample with two or more miscarriages, only 
26 met the criteria for subfecundity, and three for 
other fertility problems. The remaining 14 women 
who had two or more miscarriages are included in 
the comparison category of women with no fertil-
ity problems. Preliminary analyses (available from J. 
M.) show that alternative coding of these 14 women 
has no effect on the results. 
Resource variables. Education is measured as the 
number of years completed at the time of the inter-
view. Family income was recorded in 13 categories 
ranging from 0 (no income) to 12 ($100,000 or more). 
We use dollar equivalents of the midpoint of each 
category, reported in $ 10,000s to make the coeffi-
cients easier to read. The Expectation Maximization 
imputation procedure in SPSS imputed values for 
40 cases (7%) with missing data on income. Educa-
tion and income are mean centered to reduce collin-
earity with the interaction terms. Race/ethnic status 
is coded 1 if the respondent reported race as White 
and ethnicity as non-Hispanic and 0 for all others. 
Social roles. To test the role accumulation model, we 
included dummy variables to capture occupancy 
of the primary social statuses available to women: 
mother, spouse, and employee. Preliminary analyses 
explored the consequences of using a broad defini-
tion of motherhood (including those who had step, 
adopted, or foster children), rather than a biological 
definition. Although isolating the 30 women who 
had step, adopted, or foster children but not biologi-
cal children had little effect on results, the centrality 
of biological parenthood to issues of infertility led 
us to code them separately. Biological motherhood 
is coded 1 if the respondent bore any children and 
0 if not. Social motherhood is coded 1 if a woman 
without biological children reports an adoption, a 
stepchild to whom she is very close, or foster chil-
dren (through a formal program or informally). The 
omitted category is women who have no biological 
or social children. 
Previous research shows that distress scores dif-
fer between married and cohabiting women (Brown, 
2000). Therefore union status is coded using two 
dummy variables that contrast currently married 
and currently cohabiting women with unpartnered 
women. Employment is coded 1 for women working 
35 hours a week or more and 0 for women working less 
than 35 hours a week. 
Because satisfactory roles may be more important 
than mere role occupancy, we also included dichot-
omous measures that assess whether respondents 
are satisfied role occupants. Maternal satisfaction is 
based on responses to a single statement, “I get a lot 
of satisfaction from my children.” Maternal satisfac-
tion is coded 1 (strongly agree) and 0 (all others, in-
cluding not a mother). Relationship satisfaction is 
based on a 9-item scale ( = .87), identical for mar-
ried and cohabiting respondents, that includes an 
overall satisfaction indicator plus questions about 
satisfaction with specific issues such as faithful-
ness, love and affection, and someone to do things 
with. From this scale we created a dummy variable 
coded 1 for the top third of the satisfaction scale and 0 
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for those with scores lower than the top third or who are 
not in a union. Job satisfaction is a single-item indica-
tor, coded 1 (very satisfied) and 0 (less than very satis-
fied or not employed). 
Control variables. Age is a continuous variable, mean 
centered. General health is measured by a single-
item indicator, “In general, would you say your 
health is excellent, good, fair, or poor?” The item 
is scored from 1 (poor) to 4 (excellent). This item is 
mean centered. Chronic health conditions are as-
sessed by a single item, “Do you have any perma-
nent health or physical condition that restricts your 
ability to move around or limits dressing, bathing, 
eating, working, or keeping house.” This variable is 
coded 1 (yes) and 0 (no). 
Results
Descriptive Findings
Over one third (35%) of this sample report having 
experienced medically denned infertility at some 
point in their lives (subfecundity). This is higher 
than the 10%–15% estimates of current infertility 
generated by the National Survey of Family Growth 
(Chandra & Stephen, 1998) but similar to other es-
timates of life-time prevalence (Greenhill & Vessey, 
1990; Page, 1989). Infertility is significantly asso-
ciated with education, but it is not associated with 
race/ethnicity, age, income, employment, or mar-
riage. Women with infertility experience are more 
likely to have borne children than those without in-
fertility experience (92% vs. 82%), in part because in-
fertility generally is not discovered until women try 
to have children. Roughly two thirds of the infertile 
reported primary infertility, that is, infertility before 
their first child was born. Table 1 presents descrip-
tive statistics on all of the variables included in this 
analysis separately for the subfecund, the other fer-
tility problems group, and the comparison group. 
Multivariate Analysis
The multivariate analysis begins by regressing dis-
tress scores on infertility and the control variables. 
Table 1. Descriptive statistics for variables used in the analyses by fertility status.
                                                                     Comparison                             Subfecund                      Other Fertility Problems
                                                                        (n = 339)                                   (n = 203)                                      (n = 38) 
Variables                                            M/Proportion       SD           M/Proportion        SD           M/Proportion              SD
Distress 
   CES-D summary score 9.20 6.69 11.26 9.52 14.56 9.88***
Control variables 
   Chronic health problem  .17  .27  .29         **
   General health (4 = excellent) a  3.27 .68 3.04 .77 2.84 .64***
   Age (25-50) a 37.84 6.96 38.76 6.82 40.34 6.46
Resources  
   Education in years a 14.77 2.48 14.06 2.21 13.78 2.61**
   Family income (in $ 10,000s) a  5.88 2.72 5.63 2.54 4.79 2.82
   White, non-Hispanic .81  .74  .76 
Roles       
   Mother .80  .91  .95 **
      Biological mother  .77  .88  .90
      Social mother only .06  .04  .08 
   Wife/partner  
      Married .66  .72  .55
      Cohabiting .07  .05  .13 
   Employee  .81  .77  .74 
   High satisfaction from children  .61  .65  .63 
   High relationship satisfaction  .48  .46  .50 
   High job satisfaction .29  .33  .26 
Sought any medical treatment   .39  .11 **
Note: Random sample of Midwestern women ages 25 to 50 (N = 580). 
a Mean centered for the multivariate analyses. 
**p < .01  ***p < .001
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Because distress is a continuous variable, we use or-
dinary least squares regression. Subfecundity is sig-
nificantly related to distress (p = .02), as is the mea-
sure of other fertility problems (Table 2, Model 1). As 
expected from prior work on distress, older women 
and those in better health report lower distress. 
Model 2 adds measures of roles and resources. 
Because our central hypotheses concern moderat-
ing effects of these variables rather than main ef-
fects, we add these variables in one step to conserve 
tabular space. Control for these variables reduces 
the main effect of subfecundity approximately 25%, 
and it is no longer statistically significant. Net of the 
other variables in the model, education is the only 
resource variable related significantly to distress 
at the conventional .05 level. Turning to role mea-
sures, cohabitors have significantly higher distress 
than unpartnered women do. Satisfying role occu-
pancy, especially marriage and employment, is sig-
nificantly related to lower distress. This main effects 
analysis suggests that, after controlling for roles and 
resources, lifetime infertility has little effect on dis-
tress for the average woman. Other fertility prob-
lems, however, continue to be related significantly 
to distress. 
The next step in the analysis is to examine the key 
interaction effects suggested by our theoretical re-
view. Our first hypothesis was that the experience 
of infertility would be less distressing for women 
who occupy advantaged statuses (i.e., higher educa-
tion, higher income, and majority status). To test this 
hypothesis, three multiplicative terms (education × 
subfecund, income × subfecund, and majority status 
× subfecund) were added one at a time to the model 
presented in Model 2 of Table 2. Only the income in-
teraction was significant (b = –0.54, p = .028). Subfe-
cundity is more distressing for women with lower, 
rather than higher, family income. 
The role accumulation hypothesis stipulated that 
distress would be greater among those with fewer 
roles. To test this hypothesis we created interaction 
variables for each of the social roles in the model 
(subfecund × social mother, subfecund × biological 
mother, subfecund × employed, subfecund × mar-
ried, subfecund × cohabiting). Only subfecund × bi-
ological mother is significant. Consistent with the 
master status argument, infertile women who were 
biological mothers reported significantly lower dis-
tress than infertile women with no children. 
As a way to capture women with careers (vs. 
jobs), we also tested education with a dummy vari-
able indicating more than 16 years of education, and 
a three-way interaction of subfecundity, more than 
16 years of education and employment. This inter-
action was not significant. To assess whether some 
combinations of roles buffered the effects of subfe-
cundity, we needed several additional interaction 
terms. To simplify this part of the analysis, we com-
bined types of mothers (biological and social) and 
types of relationships (married and cohabiting). 
Four higher-order interaction terms were created: 
subfecund × parent × employee, subfecund × par-
ent × partner, subfecund × partner × employee, and 
subfecund × parent × employee × partner. These 
terms were added to a model already including the 
two-way interactions of subfecundity by roles. Ad-
dition of these higher order interactions did not add 
significantly to explained variance (R2 change = .10, 
F[4,588] = 1.85, p = .12). 
We also created interaction terms for the three 
measures of role satisfaction. Only the interac-
tion between subfecundity and high relation-
ship satisfaction was statistically significant (b = 
–2.91, p = .037). When entered into a model includ-
ing the interaction of subfecundity with biologi-
cal motherhood, however, this term was no longer 
significant. 
The final interaction hypothesis we tested was 
whether the experience of infertility depends on age, 
which we treat as a proxy for time since the experi-
ence of infertility. We tested this interaction both as 
a continuous and as a nonlinear process. Whether 
assessed by a single term (subfecundity × mean-cen-
tered age) or by two terms (using dummy variables 
marking women 30 and under and women over 40), 
no significant interactions emerged. Although more 
extensive information on timing of infertility might 
produce a different result, this analysis suggests that 
the effect of subfecundity does not depend on wom-
en’s current age. 
Overall, we tested 12 central interactions, one 
for each of the roles and resources listed in Table 
2 and one for age. Of these, three effects were sig-
nificant at the .05 level, and only the modifying ef-
fects of biological parenthood and income appear 
to be independent. These two interaction effects are 
included in Model 3. In this model, the term for in-
fertility now must be read as the effect of infertility 
among those with no children (biological or social) 
and mean income. Among subfecund women with 
no children, the effect of infertility on distress is sig-
nificant (p < .01), positive, and substantial. The stan-
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dard deviation for the CES-D measure in this sample 
is 8.13. Thus an unstandardized coefficient of 5.53 
is equivalent to an effect size of .68. This relatively 
small group of women (n = 17) have mean CES-D 
scores of 13.35, more than four symptoms higher 
than the comparison group (9.20). This interaction 
is presented graphically in Figure 1. As the figure 
makes clear, childlessness in the absence of infertil-
ity is not associated with greater distress. In fact, as 
prior studies suggest, childlessness by itself is asso-
ciated with somewhat lower distress (McLanahan & 
Adams, 1987). 
The other significant interaction in Model 3 (Ta-
ble 2) is for family income. As the resource buff-
ering argument suggests, the distress reported by 
subfecund women is lower when income is higher 
(see Figure 2). This effect is statistically significant 
(p = .02), but substantively modest. An increment 
of $10,000 is associated with only a 0.5 reduction in 
distress among the subfecund, equivalent to half a 
symptom. 
In a final step, we focused on the subsample 
of subfecund women and assessed whether dis-
tress was related to treatment seeking. Only 37% 
of the women we categorized as subfecund had 
seen a physician about their condition, and even 
fewer had sought treatment. Whether assessed by a 
dummy variable indicating any treatment seeking 
or by more complex variables assessing levels of 
help seeking (diagnostics only, diagnosis and treat-
ment, levels of treatment), we found no association 
between medical help seeking and psychological 
distress among the infertile (results available on re-
quest from J. M.). 
Discussion
Most previous studies of the psychosocial con-
sequences of infertility use clinic-based samples, 
which limit generalizability and confound the ef-
fects of treatment and infertility. The present study 
addresses these limitations by using a random sam-
ple of women and a lifetime measure of infertility. 
Compared with women with no fertility problems, 
we find that infertility is associated with substan-
tial and significant long-term psychological distress 
only for women with no children at all (social or bi-
ological). We did not find that education, race/eth-
nic status, marriage, cohabitation, employment, or 
age conditioned the effects of infertility. The subfe-
cund were significantly, although modestly, less dis-
tressed when income was higher. 
The results suggest that the long-term effects of 
infertility experience are not dependent on role ac-
cumulation and only modestly related to resources. 
Rather, as the master status argument suggests, in-
fertility is associated with substantial long-term dis-
tress only for those who are not mothers. Among 
women who have neither biological nor social chil-
dren, infertility is associated with substantively large 
and statistically significant higher levels of distress. 
The strong, long-term effect of motherhood denied 
supports an argument that frustrated attempts to 
achieve motherhood threaten a central life identity. 
Consistent with prior work that has used the mas-
ter status argument to describe the experiences of 
involuntarily childlessness (Miall, 1985; Remennick, 
Figure 1. Mean predicted distress levels by infertility and 
parent status.
Figure 2. Mean predicted distress levels by fertility sta-
tus and income level. Based on coefficients from Table 2, 
Model 3, and using mean values of all other variables in the 
model and income 1 standard deviation below and above 
the mean (approximately $30,000 and $75,000; N = 580). 
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2000), childless women without fertility problems 
are not distressed by the absence of children. Thus it 
is not childlessness or infertility alone that predicts 
distress, but the combination; that is, involuntary 
childlessness. For these women, motherhood—or 
its absence—does appear to be a master status that 
casts a long shadow on well-being. 
In assessing this evidence, it is important to chal-
lenge the implicit assumption that fertility impair-
ment is equivalent to childlessness. In the 1995 
wave of the National Survey of Family Growth, 
over 50% of the women with current fertility impair-
ments had borne children already (Abma, Chandra, 
Mosher, Peterson, & Piccinino, 1997). In our data, 
there is little overlap between childlessness and in-
fertility: Only 8% of the subfecund are childless, and 
only 21% of the childless are subfecund. Infertility is 
only one part of the continuum of childlessness that 
spans a range of varying degrees of choice (Ireland, 
1993; Koropeckyj-Cox, 2002). 
Although a third of our small sample of women 
who are social but not biological mothers reports 
subfecundity (8 of 30), the numbers are too small for 
meaningful separate analysis. This is an important 
avenue for further research with a larger sample. 
The ability to separate forms of social motherhood 
(step, adopted, foster) and to identify women who 
become social mothers only after the experience of 
infertility will offer more complete insight into the 
long-term consequences of subfecundity. 
This study provides a conservative test of the ef-
fects of infertility on distress in many ways. The 
medical definition of infertility includes some 
women who do not recognize their own infertility, 
who are not aware that 12 months of unprotected 
intercourse or even 12 months of unsuccessfully 
trying to conceive makes them infertile according 
to a medical standard. This measure also includes 
women whose infertility first occurred 10 or 20 
years ago. Because 92% of the women who are cat-
egorized as infertile have borne children, our mea-
sure is weighted heavily by women who managed 
to bear children despite having low fertility. On 
the other side of the ledger, some of the women we 
categorized as fertile are young women who have 
not yet tested their fertility. Given these qualifica-
tions and the relatively small sample, it is remark-
able that we have identified infertility as a signifi-
cant predictor of distress for involuntarily childless 
women. 
It is noteworthy that the women who reported 
other fertility problems are significantly more dis-
tressed than the omitted category with no fertil-
ity problems. Although this small group of women 
(n = 38) has a mixture of problems, a plurality have 
sterilization regret, a condition estimated to affect a 
quarter of women who have voluntary tubal liga-
tions (Chandra, 1998). It is not surprising that re-
gret and distress are associated significantly, but the 
magnitude of the association is remarkable. Women 
who now say that their own surgery (whether vol-
untary or involuntary) prevented them from having 
the children they wanted had a mean distress score 
of 18.00 (n = 17). This is above the conventional cut-
off score (16.0) for clinical depression. It would re-
quire a larger sample than we have to examine the 
component parts of other fertility problems and the 
circumstances under which they are more or less 
distressing, but this is obviously an important issue 
for future research. 
Among the subfecund, 37% had sought some 
form of medical treatment. None of the treatment 
variables we considered had a significant associa-
tion with levels of psychological distress. This sug-
gests that the distress of infertility is not limited to 
treatment seekers or to the rigors of treatment. These 
results are consistent with King’s (2003) study using 
a different sample and different measures. Thus we 
have more confidence in our finding that distress 
due to infertility is not limited to those undergoing 
treatment. 
Although we have controlled for many of the 
most likely alternative predictors of distress-that 
is, social roles, role satisfaction, resources, and 
two measures of general health-these cross-sec-
tional findings must be regarded as tentative. Stud-
ies in the last decades generally refute the psycho-
genic argument that distress causes infertility (Greil, 
1997), but we cannot ignore the possibility that cau-
sality runs both ways without longitudinal studies 
that assess women prior to the experience of infer-
tility. A larger sample that incorporates a prospec-
tive panel would resolve some of these issues, but 
future research also needs to move forward substan-
tively in two ways. First, it should consider broader 
definitions of involuntary childlessness, such as the 
absence of a male partner. Second, it should exam-
ine the effects of infertility on men. Prior work sug-
gests that men are less distressed by infertility than 
women, a finding not accounted for solely by their 
lower likelihood of being subjected to invasive ther-
apies (Jordan & Revenson, 1999). One way to untan-
gle the question of the gendered nature of parent-
hood—that is, the difference between motherhood 
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versus a generic identity of parenthood—is to assess 
whether blocked parental identities have the same 
consequences for men and women. 
Note
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Naomi Lacy, and Danelle de Boer, members of the team 
that designed the larger study of which this is a part. 
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